An ll-year-old girl presented with hoarseness and voice fatigue. These symptoms had adversely affected her participation as a singer and dancer in a schoolperformance group. Her historyincluded excision of a 9-cm neckteratoma shortly after birth. Strobovideolaryngoscopy revealed rightvocal foldparalysis. Thepatientwasadministered 1 mg of intravenous cefazolin and then treatedwith an autologous fatinjection into the rightvocal fold.
The patient presented to another otolaryngology practice 7 days laterwith complaints of increasing throat pain and hoarseness. laryngoscopic examination revealed significant edema and erythemaof the right vocal fold (figure 1). The edemawaslocated at the aryepiglottic fold; it encompassed the arytenoid cartilage and false vocal fold, and it extended into the paraglottic space. Thepatientwas treatedwith an oral antibiotic and a steroid. Her pain had resolved by the time of her I-month follow-up with the senior author (R.T.S.), and strobovideolaryngoscopy revealed significant alleviation of the edema and erythema. At the 3-month follow-up, the edema and erythemahad almostcompletely resolved (figure 2).
In 1991, Mikaelian et al were the first to describe autologous fat injection (lipoinjection).' The procedure is performedby harvesting and washing abdominal fat and injecting it lateral to the thyroarytenoid muscle ofthe paralyzed, paretic, or atrophiedfold. An antibiotic istypically given to prevent infection, whichtheoretically can leadto increased fatabsorption.
Based on our complete database search of the Englishlanguage literature, we believe that the case described The infection in our patient occurred despite our use of proper sterile technique when harvesting the abdominal fat, as well as the administration of a prophylactic antibiotic prior to the injection. We attribute the infection of this area to inoculation of the vocal fold with the normal flora of the aerodigestivetract. Our patient was recovering nicely and had no untoward effects from the infection at the time of her 3-month follow up. However,the effect of this complication on fat survival and vocal fold position will require long-term follow-up.
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of the left ethmoid sinus was encountered inferiorly (figure, C). What appeared to be a pneumatized uncinate process was also found (figure, D) together with a widely patent drainage pathway from the maxillary sinus (figure, E). Six months postoperatively, the patient reported no further headaches or facial pain.
Velocardiofacial syndrome (Shprintzen syndrome, DiGeorge syndrome) is a genetic, multiple-anomaly disease associated with a deletion of DNA from chromosome 22. 1 Its prevalence is estimated at 1 in 2,000 in the United States. While as many as 200 different abnormalities have been associated with the syndrome, most patients exhibit only a few. The most common general problems associated with velocardiofacial syndrome are congenital heart disease, immune disorders, endocrine problems, and mild developmental, learning, or behavioral problems.
Otolaryngologic problems associated with velocardiofacial syndrome include speech and language deficiencies. In particular, palatal deformities can cause dysfunction as a result of velopharyngeal insufficiency and associated middle ear and eustachian tube problems.' Craniofacial findings include a structurally asymmetric face.
